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ABSTRACT
Traumatic childhood experiences (physical abuse and neglect, emotional abuse
and neglect, and sexual abuse) have increasingly high incidence rates and can be
predictive of negative health outcomes, such as social anxiety. Although the
relationship between childhood trauma and social anxiety has been documented,
additional research is necessary to understand the mechanisms underlying this
relationship. The current study hypothesized that social support, the experience of
being valued, respected, cared about and loved by individuals present in a person’s
life, would mediate the relationship between childhood trauma and social anxiety
in a sample of college students (n= 221). Furthermore, it was hypothesized that
gender would moderate the relationship between childhood trauma and social
anxiety. The current study analyzed emotional abuse (EA), emotional neglect (EN),
physical abuse (PA), physical neglect (PN), and sexual abuse (SA) separately.
Results indicated that EA, EN, PN, and PA were significant predictors of social
support, and social support was a significant predictor of social anxiety; therefore,
social support did serve as a mediator for the relationship between childhood
trauma and social anxiety. However, findings revealed that gender did not moderate
the relationship between childhood trauma and social anxiety. Limitations of the
current study as well as future directions are discussed.
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Statement of the Problem

Introduction

Traumatic childhood experiences (physical abuse and neglect, emotional abuse
and neglect, and sexual abuse) have received international attention in recent years, not
only due to the potentially distressing and lasting effects traumatic childhood experiences
can have on individuals, but also because of the increasing evidence that there is an
ongoing rise in incidence rates (Beilharz et al., 2019). Children who have been exposed
to trauma have been linked to environments that can contribute to poorer quality of life
and functioning. Prior research has indicated that childhood trauma has higher incidence
races in families that have lower parental education, are below the poverty level, and
experience increased life stressors (Klest, 2012; Rosenthal et al., 2009). Further, there
have been associations between childhood trauma and the familial structure specifically,
a deficiency of family cohesion, unstable parent-child relationships, and households with
parents who are abusing substances (Higgins & McCabe, 2000; Pears et al., 2008).
Prevalence rates in some research studies have indicated that childhood trauma is
frequently underreported (Goldsmith et al., 2004). Copeland and colleagues (2007)
postulated that more than 50% of children between the ages of 9-16 have been exposed to
some form of trauma. Children exposed to trauma have been found to have an increased
risk to developing psychiatric disorders including anxiety, mood, and psychotic disorders
(Beilharz et al., 2019; Heim & Nemeroff, 2011; Schäfer et al., 2010). Further, childhood
trauma has been related to increased difficulty in interpersonal relationships in
adolescence and young adulthood, higher frequency of somatic complaints and poor
academic performance (Alink & Egeland, 2013; Smith et al., 2012; Schäfer et al., 2010).
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Gender differences have been found in prevalence rates, types of abuse
experienced, and the symptomatology related to these traumatic experiences (Pruessner et
al., 2018; Gwadz et al., 2007). While traumatic childhood experiences can significantly
impact both men and women, there has been increasing evidence to suggest that women
are more likely to experience and report sexual abuse as well as exhibit a greater number
of Posttraumatic Stress Disorder (PTSD) symptoms (Tolin & Foa, 2006). In 2004,
Thompson and colleagues found that physical abuse was more prevalent among men
compared to women; however, significantly poorer health outcomes in adulthood were
found among women versus men (Thompson et al., 2004). Yet, a significant amount of
this research has been conducted with clinical populations or individuals who are part of
disadvantaged groups. Therefore, the generalizability of these findings beyond these
groups is limited.
It has been well documented that early adverse life events can significantly impact
a child’s emotional, social, and physical development and be significantly predictive of
the development of mental health issues later in life, including, but not limited to, anxiety
– among the most prevalent disorders in the United States, affecting millions of
individuals with mild to severe impairment, and leading to increased utilization and
spending in health services (National Institute of Mental Health [NIMH], 2017). Data
from the National Comorbidity Survey Replication (NCS-R) demonstrated that social
anxiety disorder was the third most common psychiatric condition following major
depression and alcohol dependence (Kessler et al., 2005). Specifically, the survey found
that an estimated 9.1% of U.S. adults between the ages of 18-29 had been diagnosed with
social anxiety disorder in the past year (NIMH, 2017). Social anxiety disorder (SAD), an
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anxiety disorder associated with significant functional impairment and distress, impacts
approximately 15 million individuals in the United States each year (Kuo et al., 2011;
Kessler et al., 2005). Social anxiety is often characterized by a constant fear of social
performance situations in which an individual has a potential risk of embarrassment,
scrutiny, or humiliation by others (American Psychiatric Association [APA], 2000). Prior
research has indicated gender disparities in the prevalence of anxiety disorders, including
SAD. Women are disproportionately more likely to receive lifetime diagnoses and
demonstrate increased disability rates compared to men (McLean et al., 2011; APA,
2013; Cross et al., 2011). There is substantial evidence that childhood trauma is
significantly correlated with anxiety. Despite this strong research base, there is a need for
research evaluating the specific factors that predict the development and maintenance of
anxiety disorders, including social anxiety (Kuo et al., 2011).
Social support refers to the experience of being valued, respected, cared about and
loved by individuals present in a person’s life (Roohafza et al., 2014). Social support aids
in promoting a better quality of life and serves as a protective factor in the face of life
stressors, particularly among children who have experienced traumatic events (Roohafza
et al., 2014; Evans et al., 2013). Prior research has indicated that social support and
anxiety are inversely related, such that higher perceived social support is associated with
lower levels of anxiety. Further, research on gender differences in perceived social
support has been somewhat inconclusive, with some studies citing that women may
provide and receive more social support than men (Barnett et al., 2020; Soman et al.,
2016). Prior studies have indicated that women tend to disclose more frequently and seek
out emotional support on a more consistent basis than men, thus, having a greater
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perception of social support (Barnett et al., 2020; Neff & Karney, 2005). No studies to
date have examined the relationship amongst childhood trauma, social support, and social
anxiety. The proposed study aimed to (1) evaluate perceived social support as a possible
mediator for the relationship between childhood trauma and social anxiety, and (2)
evaluate gender as a possible moderator for the relationship between childhood trauma
and social anxiety.
Review of the Literature
Childhood Trauma. Incidence rates of traumatic childhood experiences are on
the rise and have been found to predict various mental health disorders (Beilharz et al.,
2019; Heim & Nemeroff 2001). Felitti and colleagues (1998) conducted one of the most
noteworthy studies assessing the effect of childhood trauma on long-term physical and
mental health, the Adverse Childhood Experiences (ACEs) study. This study comprised
9,508 adults that completed a standardized medical evaluation and answered questions
pertaining to health status, disease, and risk behaviors. Felitti and colleagues specifically
examined seven categories of ACEs (psychological, physical, or sexual abuse, violence
against mother, living with a household member who was substance abusers, ever
imprisoned, mentally ill or suicidal). Findings from the study indicated that traumatic
childhood experiences are prevalent in the United States population (Felitti et al. 1998).
Further, the researchers also found a “dose-response” relationship between ACEs and
social and health issues (Felitti et al. 1998).
Gender Differences in Childhood Trauma. While traumatic childhood
experiences significantly impact both men and women, there is increasing evidence of
gender differences among rates and types of childhood trauma experienced (Pruessner et
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al., 2018; Gwadz et al., 2007; Fisher et al., 2009; Vahl et al., 2015). Fisher and colleagues
(2009), in a clinical sample of 390 patients diagnosed with a first episode of psychosis,
found that women were twice as likely to report either physical or sexual abuse compared
with non-psychotic controls; however, this association was not found among men. In a
sample of 341 detained adolescents (54% female), Vahl and colleagues (2015) found that
females reported higher rates of maltreatment experiences and internalizing and
externalizing mental health problems than males. Additionally, authors found that in both
genders emotional abuse was associated with internalizing and externalizing disorders,
potentially having a more significant impact on mental health versus other types of abuse.
However, differential gender effects were found with sexual abuse reports linked to
internalizing symptomatology in females and externalizing symptomatology in males. A
majority of the studies examining gender differences in childhood trauma have been
conducted with a clinical or at-risk sample. At present, there is a paucity of studies
investigating the differences among non-clinical samples.
Childhood Trauma and Social Anxiety. Prior research has suggested that early
childhood trauma may be a contributing factor leading to SAD. Recent models have
postulated that SAD results from an individual having both a biological vulnerability and
negative social learning experiences (Heimberg et al., 2010; Clark & Wells, 1995; Kuo et
al., 201). In recent years, childhood trauma, a particular environmental social learning
disruption, has gained substantial attention due to the lasting impacts it can have on child
development. In early childhood, the brain is developing at a significant rate and is
particularly vulnerable to adverse environmental experiences such as emotional, physical,
and sexual abuse and neglect (Spenrath et al., 2011; Heim & Nemeroff, 2001). Traumatic
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events experienced during this impressionable time can have lasting impacts on
behavioral, social, emotional, social, physical, and cognitive development (Bremne &
Vermetten, 2001; Middlebrooks & Audage, 2008). A systematic review evaluating the
relationship between early life stress (ELS), defined as traumatic experiences during
childhood and adolescence, and psychiatric disorders in adulthood was conducted by Carr
and colleagues (2013). The review analyzed 44 articles, and results were consistent with
previous literature findings of the strong relationship between childhood trauma and
anxiety.
Research has sought to understand mechanisms that may explain the relationship
between childhood trauma and the development of psychiatric disorders. Research has
placed a particular focus on the strong relationship between childhood trauma and
anxiety. One proposed mechanism used to explain the relationship is emotion
dysregulation (Huh et al., 2017; Poole et al., 2017). In a clinical study, Huh and
colleagues (2017) found that an emotional regulation strategy mediated the relationship
between childhood trauma and current depression and anxiety levels. Additionally,
research has indicated that rumination, a maladaptive cognitive emotion regulation
strategy where an individual engages in obsessive thinking about an idea, situation, or a
choice that interferes with adaptive functioning, mediates childhood trauma and
symptoms of anxiety in adulthood (Huh et al., 2017). Another mechanism that has been
studied as a potential mediator in the relationship of childhood trauma and adult
symptoms of anxiety is psychological resilience (Poole et al., 2017; Soenke et al., 2010).
Resilience can be defined as the ability to sustain adaptive functioning following the
experience of stress or trauma (Poole et al., 2017). Prior research has indicated that
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resilience protects against the development of anxiety in the context of childhood trauma
(Poole et al., 2017; Soenke et al., 2010). In recent years, there has been an increased
focus to better understand the relationship between childhood trauma and social anxiety.
Studies that have investigated childhood trauma and SAD have found parental rejection
and absence of emotional warmth are associated with SAD (Kuo et al., 2011).
Additionally, studies investigating adults with SAD have reported finding parental use of
negative forms of discipline, such as shame, in their childhoods (Bruch & Heimberg,
1994). While previous research studies have investigated mediators such as emotion
dysregulation, rumination and psychological resilience, none of them have clearly
defined the relationship between childhood trauma and social anxiety. Therefore, it is
critical that we identify additional mediators to more fully explain this relationship.
Gender Differences in Social Anxiety. Throughout the lifespan, females are
disproportionally more likely to develop SAD than men (McLean et al., 2011; APA,
2013; Cross et al., 2011). The lifetime prevalence rates of SAD for females is 8.0% and
6% for males (NIMH, 2017). Asher and colleagues (2018) examined gender differences
in a sample of adults (N= 652) in the United States using data from the National
Comorbidity Survey-Replication (NCS-R; 2001-2003). Results indicated that females
were more likely to have a diagnosis of SAD over 12 months as well as higher rates of
impairment compared to males. Further, the study indicated that females diagnosed with
SAD were more likely to have a comorbid diagnosis of specific phobia, generalized
anxiety disorder, and post-traumatic stress disorder. On the other hand, males with SAD
were more likely to have a comorbid diagnosis of substance abuse disorders and conduct
disorders (Asher & Aderka, 2018). Additionally, Asher and Aderka (2018) found that
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over 12 months, females were more likely to discuss their social fears with a medical
professional than males. Despite this, there were no gender differences found in the
likelihood of hospitalizations due to social fears or the age at which treatment was sought
for social anxiety (Asher & Aderka, 2018). Similarly, Xu and colleagues (2011) utilized
data from the United States National Epidemiological Survey on Alcohol and Related
Conditions (N= 43,093) to investigate gender differences in SAD. The study results were
in line with previous research; females were more likely to report higher scores and
greater impairment than males. Further, men were more likely to have comorbid
externalizing diagnoses, and women were more likely to have comorbid internalizing
disorders (Xu et al., 2012).
Childhood Trauma and Perceived Social Support. Prior research has indicated
that childhood trauma can have lasting impacts psychological and physical well-being
(Evans et al., 2013). Despite this, not all children who experience childhood trauma
develop physical and psychological issues. Some individuals appear to be relatively
healthy functioning and do not display symptoms as a result of their trauma (Evans et al.,
2013). Research has sought to understand the mechanisms that may be contributing to
this variation. Protective factors are attributes that help an individual cope with stressful
events in a more effective way and serve to mitigate their impact (APA, 2020). Protective
factors can be a shield for an individual experiencing trauma, resulting in less acute
mental health outcomes. One such factor that may play an essential role in facilitating
this adjustment is social support (Evans et al., 2013; Hyman et al., 2003). Social support
can be defined as the interpersonal assistance an individual may receive while they are
coping with stressful events (Hyman et al., 2003). Research has indicated that social
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support can serve as a buffer for individuals who have been exposed to trauma and can
potentially mitigate the psychological impact. This theory is supported by the stressbuffering model which states that individuals may perceive an event as less stressful if
they believe others will provide resources as a means of coping with the traumatic event
(Cohen & Wills, 1985). Further, this buffering effect can aid in facilitating cognitive and
emotional processing that results in a mitigated perception of the adverse experience
(Hyman et al., 2003; Cohen & Wills, 1985). Tremblay and colleagues (1999) studied
survivors of childhood sexual abuse and found that individuals who perceived their
parents to be more supportive reported more positive self-worth and less acute behavioral
challenges. Over the years, there has been growing evidence indicating that social support
can be a critical moderator of psychological symptoms following sexual abuse (Hyman et
al., 2003)., Brewin and colleagues (2000) conducted a meta-analysis among military and
civilian populations that were exposed to some form of psychological trauma (Brewin et
al., 2000). The study's results suggested that a lack of social support, specifically
perceived social support, was the single most reliable predictor of increased traumatic
stress symptoms developing within this population. This is in line with other research
findings that have indicated that perceived social support can be seen as critical in
mitigating the impacts of psychological distress (Brewin et al., 2000; Cohen & Wills,
1985; Sarason & Gurung, 2001). Additionally, prior research has demonstrated that an
individual’s perceived social support is primarily dependent on the strength of the support
they believe they are receiving compared with the size of the individual’s social network.
Gender Differences in Perceived Social Support. The literature on gender
differences in perceived social support displays some mixed results. Ross and Mirowsky
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(1989) conducted a study with 809 individuals aged 18 and 85, with results indicating
that women reported higher levels of perceived social support than men. On the other
hand, some studies have reported little to no difference across genders (Soman et al.,
2016). Despite this, there is a growing consensus suggesting that women both receive and
provide more social support than men (Ross & Mirowsky, 1999; Soman et al., 2016).
Research has indicated this may be due to women having a higher likelihood of seeking
emotional support and disclosing more frequently, resulting in women perceiving they
have more social support (Soman et al., 2016, Kendler et al., 2005). Additionally,
Kendler and colleagues (2005) conducted a study with 1,057 pairs of opposite-sex
dizygotic twin pairs to assess the relationship between social support and risk for major
depression. The study results indicated that women reported higher levels of global social
support than their male twin brothers (Kendler et al., 2005).
Perceived Social Support and Social Anxiety. SAD impacts approximately
12.1% of the United States population every year (Kessler et al., 2005). Prior research has
indicated that SAD symptoms are often associated with challenges specific to
interpersonal interactions with others, difficulties in forming relationships, and having an
extensive social network. Research has noted that social anxiety is also associated with
lower perceived social support (Caslyn, et al., 2005; Barnett et al., 2020). Cross-sectional
research has demonstrated that individuals with more severe SAD report having lower
perceived social support than individuals with less severe SAD. In evaluating the
relationship between social support and social anxiety, there has been some debate
centering on two specific theories, the first being the social causation model, which
indicates that a lack of social support is a causal factor for social anxiety. The second is
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the social selection model, which states that social anxiety is the causal factor for social
support levels. Research on these two models led to a reciprocal effects model in which
the relationship between social support and social anxiety is mostly reciprocal, with more
social anxious individuals perceiving themselves to have less support and the perception
of a paucity of social support increasing an individual's social anxiety (Calsyn et al.,
2005; Barnett et al., 2020). Prior research has also indicated that perceived social support
is far more dependent on the degree of satisfaction an individual feels than the size of an
individual’s social network (Barnett et al., 2020). Barnett and colleagues (2020)
conducted a study with college students (N=813) to evaluate whether gender differences
and the role of communication styles mediates the relationship of social anxiety and
perceived social support. The results of the study indicated that social anxiety was
associated with less social support through lower expressiveness (Barnett et al., 2020).
Similarly, Torgrud and colleagues (2004) collected data from 132 individuals who met
DSM-IV criteria for Social Phobia. Participants were administered two measures
assessing perceived social support, The Social Support Questionnaire (SSQ) and The
Multidimensional Scale of Perceived Social Support (MSPSS) (Torgrud et al., 2004).
Results demonstrated that deficits in perceived social support were associated with social
phobia. Additionally, the study postulated that lower social support levels associated with
social phobia might contribute to the development of comorbid conditions.
Childhood Trauma, Social Anxiety, and Perceived Social Support. Although
both perceived social support and childhood trauma have been studied and supporting
evidence of correlations between each of these factors and social anxiety have been
established, there is a paucity in research examining the relationships amongst all three of
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these factors. Due to perceived social support’s relation to both childhood trauma and
social anxiety, it is a construct that warrants further investigation as a mediator of the
relationship between childhood trauma and social anxiety. No studies to date have
examined the impact of perceived social support on the mental health outcomes of
individuals who have experienced childhood trauma, and it is possible that having higher
perceived social support may inhibit negative outcomes, specifically social anxiety.
Purpose of Study and Research Questions. There is growing evidence of the
relationships between childhood trauma and anxiety, childhood trauma and social
support, as well as social support and social anxiety. The present study aimed to
investigate whether perceived social support serves as a mediator of the relationship
between traumatic childhood experiences and social anxiety as well as whether gender
moderates the relationship between childhood trauma and social anxiety. Hypotheses are
as follows: (1) childhood trauma and social anxiety will be positively correlated, (2)
perceived social support will mediate the relationship between traumatic childhood
experiences and social anxiety (See Figure 1); and (3) gender will moderate the
relationship of childhood trauma and social anxiety, with females showing a stronger
relationship between childhood trauma and social anxiety than males (See Figure 2). In
the present study traumatic childhood experiences will be evaluated separately by type:
emotional abuse (EA), emotional neglect (EN), physical abuse (PA), physical neglect
(PN), and sexual abuse (SA).
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Figure 1. Conceptual Model for Hypothesis 2

Perceived
Social Support
(MSPSS)

Trauma
(CTQEA/EN/PA/PN/
SA)

Social Anxiety
(SPIN)

Figure 2. Conceptual Model for Hypothesis 3

Gender

Trauma
(CTQ EA/EN/PA/
PN/SA)

Social
Anxiety
(SPIN)
Method

Participants
Participants (n = 221, Mage= 19.5, 84.6% female) were undergraduate students
recruited from introductory psychology courses at the University of Rhode Island in the
spring of 2018. Additional demographic information is displayed in Table 1. Participants
were provided with extra credit in their college course for their participation, and an
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alternate extra credit opportunity was available for those choosing not to participate.
Participants completed online questionnaires that were compiled for use in a previous
study, including a demographic form and self-report measures of anxiety, childhood
trauma, and perceived social support. The questionnaires took approximately 30-45
minutes to complete.
Table 1. Demographic Information of Overall Sample
Variable
Ethnicity
Hispanic or Latinx:
Not Hispanic or Latinx

N

%
26
194

11.8%
87.8%

Gender
Female
Male

187
34

84.6
15.4

Race
White
Black
Asian
American Indian/Alaskan Native
Native Hawaiian/Other Pacific Islander
Multi-racial
Other

173
24
7
3
1
10
9

78.3
10.9
3.2
1.4
0.5
4.5
4.1

49
74
52
31
8
3
4

22.2
33.5
23.5
14.0
3.6
1.4
1.8

Age
18
19
20
21
22
23
24
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Measures
Demographic Form. A form used to assess participant information regarding
their age, gender, race, ethnicity, marital status, college classification, extra-curricular
activities, and academic achievement. Additionally, the form gathered information
regarding the participant’s family make-up, background, and history of mental health.
Childhood Trauma Questionnaire (CTQ.) A brief screening tool comprised of 28
self-report items measuring childhood traumatic experiences across five clinical scales
(physical, sexual, and emotional abuse, and physical and emotional neglect). Each scale
contains five questions and three validity questions. Experiences in childhood and
adolescence are rated on a 5-point, Likert-type scale with response options ranging from
Never True to Always True (1 = Never True; 2 = Rarely True; 3= Sometimes True; 4=
Often True; 5= Always True). The CTQ is one of the most commonly used measures for
examining child abuse and neglect in both adolescents and adults and has been wellvalidated across numerous diverse samples (Bernstein & Fink, 1998; Forde et al., 2012;
Karos et al., 2014). Research has consistently shown that the CTQ has high sensitivity
across forms of maltreatment and yields high test-retest reliability. (Bernstein et al.,
2003). Scores for the CTQ range from 5 to 25. According to the CTQ scoring manual
(Bernstein & Fink, 1998), each subscale is separated into four levels of severity, with
each subscale having its own cut-offs as displayed in Table 2. Means, standard
deviations, and ranges of the current sample for the CTQ are displayed in Table 3.
The current study used each of the five item subscales: emotional abuse,
emotional neglect, sexual abuse, physical abuse, and physical neglect. All of these factors
have demonstrated a high degree of internal consistency, e.g., sexual abuse subscale (α =
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.93-.95), emotional neglect subscale (α = .88-.92), emotional abuse subscale (α = .84.89), physical abuse subscale (α = .81-.86), and physical neglect subscale (α = .68-.78)
(Bernstein & Fink, 1998).
Table 2. Severity Cut-off Scores for CTQ subscales
Scale
CTQ-EA
CTQ-EN
CTQ-PN
CTQ-PA
CTQ-SA

None (or
Minimal)
5-8
5-9
5-7
5-7
5

Low (to
Moderate)
9 - 12
10 - 14
8-9
8-9
6-7

Moderate (to
Severe)
13 - 15
15 - 17
10 - 12
10 - 12
8 - 12

Severe (to
Extreme)
> 16
> 18
> 13
> 13
> 13

Social Phobia Inventory (SPIN). A brief screening tool comprised of 17 selfreport items measuring the severity of fear, avoidance, and physiological symptoms of
social phobia. The SPIN includes statements such as, “I would do anything to avoid being
criticized.” Participants rate the statements on a 5-point, Likert-type scale ranging from
“Not at All” to “Extremely” (1= Not at All; 2= A little bit; 3= Somewhat; 4= Very Much;
5= Extremely). The current study used the Total Social Phobia Inventory score, which
has demonstrated adequate test-retest reliability and a good degree of internal consistency
(α = 0.94) across populations (KM Connor, et al., 2000). Results for the SPIN are
displayed on a 0 to 68-point scale with higher scores representing higher levels of social
anxiety. Scores for the SPIN are divided in to four severity levels; scores between 21 and
30 are considered “mild,” scores between 31 and 40 are considered “moderate,” scores
between 41 and 50 are considered “severe,” and scores above 50 are considered “very
severe.” Means, standard deviations, and ranges of the current sample for the SPIN are
displayed in Table 3.
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Multidimensional Scale of Perceived Social Support (MSPSS). A 12-item selfreport measure that assesses an individual’s perceived satisfaction with social support
across three specific sources (family, friends and significant others). Each of the 12 items
are rated using a 7-point, Likert-type scale with response options ranging from Very
Strongly Disagree to Very Strongly Agree (1=Very Strongly Disagree; 2= Strongly
Disagree; 3= Mildly Disagree; 4= Neutral; 5= Mildly Agree; 6= Strongly Agree; 7=
Very Strongly Agree). Research on the MSPSS has provided strong support for its
psychometric properties, and the measure has been validated across a diverse sample of
populations, including pregnant women, adolescents living abroad, pediatric residents,
psychiatric outpatients, and university undergraduate students (Zimet al.,1988; Cecil et
al., 1995). The current study used the Total Multidimensional Scale of Perceived Social
Support score, which has also demonstrated very good internal reliability across
participant groups (α = .84) (Zimet et al., 1988). Results for the MSPSS are displayed on
a 12 to 84-point scale with higher scores indicating higher levels of perceived social
support. Means, standard deviations, and ranges of the current sample for the MSPSS are
displayed in Table 3.
Table 3. Ranges, Means, and Standard Deviations for Primary Scales in Overall Sample
Variable
CTQ-EA
CTQ-EN
CTQ-PN
CTQ-PA
CTQ-SA
MSPSS
SPIN

N
215
219
215
219
217
209
221

Possible Range Sample Range

Mean

SD

5 - 25
5 - 25
5 - 25
5 - 25
5 - 25
12-84
0-68

8.29
9.76
7.34
6.30
5.89
68.58
23.79

4.3
5.00
3.05
3.14
2.96
14.65
15.57

5 - 25
5 - 25
5 - 23
5 - 22
5 - 25
12 - 84
0 - 68
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Results
Preliminary Analyses
In the current sample, scores ranged from “none” to “severe” for CTQ-EA, CTQEN, CTQ-PN, CTQ-PA and CTQ-SA (see Table 4). However, for both CTQ-PA and
CTQ-SA, over eighty-five percent of the sample scored “none” (or minimal) trauma.
Regarding social anxiety, scores for the SPIN ranged from “non-clinical” to “very
severe” (see Table 5). For the MSPSS, scores ranged from 12 “very low social support”
to “high social support” (see Table 6).
Table 4. Distribution of CTQ Scores
Scale

None (or
Minimal)
N (%)

Low (to
Moderate)
N (%)

Moderate (to
Severe)
N (%)

Severe (to
Extreme)
N (%)

CTQ-EA

144 (66.98)

38 (17.67)

15 (6.98)

18 (8.37)

CTQ-EN

130 (59.36)

46 (21.00)

23 (10.50)

20 (9.13)

CTQ-PN

137 (63.72)

34 (15.81)

26 (12.09)

18 (8.37)

CTQ-PA

188 (85.84)

8 (3.65)

10 (4.57)

13 (5.94)

CTQ-SA

188 (86.64)

10 (4.61)

16 (7.37)

8 (3.69)

Table 5. Distribution of SPIN Scores
Scale
NonMild
Clinical
N (%)
N (%)
SPIN

106 (47.96)

40 (18.09)

Table 6. Distribution of MSPSS Scores
Scale
Very Low
Low
N (%)
N (%)
MSPSS

33 (14.93)

34 (15.38)
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Moderate
N (%)

Severe
N (%)

42 (19.00)

21 (9.50)

Very
Severe
N (%)
12 (5.43)

Medium
N (%)

High
N (%)

52 (23.53)

90 (40.72)

Bivariate analysis revealed significant correlations among the variables of
interest, except for sexual abuse (see Table 7). Emotional abuse and emotional neglect
were significantly and positively correlated (r=.609, p<.01). Both variables were also
correlated to physical neglect: emotional abuse was positively correlated to physical
neglect (r=.471, p<.01), and emotional neglect exhibited an even stronger positive
correlation to physical neglect (r=.685, p<.01). Furthermore, all variables were
significantly and positively correlated to social anxiety except for sexual abuse, such that
individuals reporting higher levels of physical and emotional childhood trauma were
more likely to report experiencing higher levels of social anxiety. Emotional abuse had
the strongest correlation to social anxiety (r=.425 p<.01), followed by emotional neglect
(r=.276, p<.01), physical neglect (r=.242, p<.01), and physical abuse (r=.174, p<.01).
Moreover, childhood trauma was significantly and negatively correlated to perceived
social support, with individuals reporting higher levels of childhood trauma being more
likely to report lower levels of social support. Emotional neglect had the strongest
correlation to perceived social support (r= -.621, p<.01), followed by emotional abuse (r=
-.488, p<.01), physical neglect (r= -.467, p<.01), physical abuse (r= -.367, p<.01) and
sexual abuse (r= -.152, p<.05). Likewise, social anxiety and perceived social support
were significantly and negatively correlated, such that individuals reporting higher levels
of social anxiety were more likely to report lower levels of perceived social support (r= .317, p<.01).
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Table 7. Correlation Matrix
CTQ_EA CTQ_EN CTQ_PN CTQ_PA CTQ_SA MSPSS

CTQ_EA

1

SPIN

.609**

.471**

.616**

.260*

-.488**

.425**

1

.685**

.455**

.231**

-.621**

.276**

1

.454**

.325**

-.467**

.242**

CTQ_EN
CTQ_PN

1

CTQ_PA

.427** -.367** .174**
1

CTQ_SA

-.152*

.097

1 .317**

MSPSS

1

SPIN
Note. N=221, *p < .05, ** p <
.01
An independent samples t-test revealed significant gender differences for

physical abuse (t(38.21)= -1.65, p=.11) with men (M = 7.38, SD = 4.38) reporting higher
levels of physical abuse than women (M = 6.10, SD = 2.83). Levene’s test for equality of
variances was significant (F = 12.12, p < .001), so degrees of freedom were adjusted
from 217 to 38.21. Gender differences were also found for emotional neglect (t(217)= 2.656, p=.008) with men reporting higher levels of emotional neglect (M = 11.82, SD =
5.56) than women (M = 9.38, SD = 4.81), and physical neglect (t(38.044)= -1.764, p =
0.09) with men reporting higher levels of physical neglect (M = 8.42, SD= 3.98) than
women (M = 7.15, SD=2.82). Levene’s test for equality of variances was significant (F =
3.83, p = .052), so degrees of freedom were adjusted from 213 to 38.04. Significant
differences between genders were found for social support (t(35.080)= 1.99, p = .05) with
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women reporting higher levels (M=69.66, SD=13.41) than men (M = 62.39, SD=19.54).
Levene’s test for equality of variances was significant (F = 10.763, p = .001), so degrees
of freedom were adjusted from 207 to 35.080. No significant differences between men
and women were found emotional abuse (t(213) =.004, p =.997), sexual abuse (t(215)=
.582, p=.561), or social anxiety (t(219)= .921, p=.358). Means and standard deviation for
variables of interest are presented in Table 8.
Table 8. Means and Standard Deviations for Study Variables by Gender
Variable

CTQ_EA
CTQ_EN
CTQ_PN
CTQ_PA
CTQ_SA
MSPSS
SPIN

Total

Mean
8.29
9.76
7.34
6.30
5.96

SD
4.31
5.00
3.05
3.14
3.01

68.24

15.11

40.93

15.81

Men

Women

N
215
219
215
219
217
209

Mean
8.29
11.82
8.42
7.38
5.62

SD
4.49
5.56
3.98
4.38
2.00

N
31
34
33
34
34

Mea
n
8.29
9.38
7.15
6.10
5.94

62.39

19.54

31

69.66 19.54

221

21.52
14.94
34
24.20 15.68
Note. N=221(2 participants were excluded
due to identifying gender as non-binary)

SD
4.29
4.81
2.82
2.83
3.11

N
184
185
182
185
183
178
187

Mediation Analysis
Emotional abuse as predictor
Regression analyses were conducted in order to examine the hypothesis that
perceived social support mediates the relationship between emotional abuse and social
anxiety. In step 1, the regression of emotional abuse on social anxiety was significant, B
= 1.54, p<.001. In step 2, of the mediation model, the regression of the emotional abuse
on social support was also significant, B=-1.65, p<.001. Step 3 of the model, the
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regression of social support on social anxiety was also significant, B = -.16, p=.049. Step
4 of the analyses revealed that when including social support in the regression analysis,
emotional abuse was still a significant predictor of social anxiety, B=1.28, p<.001.
Therefore, social support was shown to partially mediate the relationship between
emotional abuse and social anxiety. These regressions are depicted in Figure 3.
Emotional neglect as predictor
Regression analyses were also conducted in order to examine the hypothesis that
social support mediates the relationship between emotional neglect and social anxiety. In
step 1, the regression of emotional neglect on social anxiety was significant B=.918,
p<.001. Step 2 demonstrated that the regression of emotional neglect on social support
was significant, B = -1.79, p<.001. Step 3 showed that the regression of social support on
social anxiety was significant, B = -.247 p=.007. Step 4 of the analyses revealed that
when including social support in the regression analysis, emotional neglect was not a
significant predictor of social anxiety B = .477, p= .069. Therefore, social support was
shown to fully mediate the relationship between emotional neglect and social anxiety.
These regressions are depicted in Figure 4.
Physical abuse as predictor
Regression analyses were conducted in order to examine the hypothesis that
perceived social support mediates the relationship between physical abuse and social
anxiety. In Step 1, the regression of physical abuse on social anxiety was significant,
B=.925, p=.008. Step 2 demonstrated that the regression of physical abuse on social
support was significant, B=-1.68, p<.001. Step 3 of the model, the regression of social
support on social anxiety was also significant, B = -.309, p<.001. Step 4 of the analyses
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revealed that when including social support in the regression analysis, physical abuse was
no longer a significant predictor of social anxiety, B = .405, p= .258. Therefore, social
support was shown to fully mediate the relationship between physical abuse and social
anxiety. These regressions are depicted in Figure 5.
Physical neglect as predictor
Regression analyses were conducted in order to examine the hypothesis that
perceived social support mediates the relationship between physical neglect and social
anxiety. In step 1, the regression of physical neglect on social anxiety was significant,
B=1.31, p<.001. Step 2, of demonstrated that the regression of physical neglect on social
support was also significant, B=-2.08, p<.001. Step 3, the regression of social support on
social anxiety was also significant, B = -.261, p=.002. Step 4 of the analyses revealed that
when including social support in the regression analysis, physical neglect was still a
significant predictor of social anxiety, B = .766, p=.0459. Therefore, social support was
shown to partially mediate the relationship between physical neglect and social anxiety.
These regressions are depicted in Figure 6.
Sexual abuse as predictor
Regression analyses were conducted in order to examine the hypothesis that
perceived social support mediates the relationship between sexual abuse and social
anxiety. In Step 1, the regression of sexual abuse on social anxiety was not significant,
B= .651, p=.0124. Thus, the mediation model was not significant, and social support did
not mediate the relationship between sexual abuse and social anxiety.
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Figure 3. Results of Regression Analyses for the relationships between Emotional Abuse,
Perceived Social Support and Social Anxiety

-1.65**
(-2.04 to -1.26)

Emotional
Abuse
(CTQ-EA)

Perceived
Social Support
(MSPSS)

Indirect effect:1.28**
(.76 to 1.80)
1.54**
(1.09 to 1.99)

-.16*
(-.32 to -.0006)

Social Anxiety
(SPIN)

Note. *p<.05, **p<.01

Figure 4. Results of Regression Analyses for the relationships between Emotional
Neglect, Perceived Social Support and Social Anxiety

1.79**
(-2.11 to -1.47)

Emotional
Neglect
(CTQ-EN)

Perceived
Social Support
(MSPSS)

Indirect effect: .477
(-.039 to .99)
.918**
(.504 to 1.33)

Note. *p<.05, **p<.01
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-.247*
(-.424 to -.07)

Social Anxiety
(SPIN)

Figure 5. Results of Regression Analyses for the relationships between Physical Abuse,
Perceived Social Support and Social Anxiety

-1.68**
(-2.29 to -1.08)

Physical Abuse
(CTQ-PA)

Perceived
Social Support
(MSPSS)

Indirect effect: .405
(-.299 to 1.11)
.925*
(.244 to 1.61)

-.309**
(-.459 to -.159)

Social Anxiety
(SPIN)

Note. *p<.05, **p<.01

Figure 6. Results of Regression Analyses for the relationships between Physical Neglect,
Perceived Social Support and Social Anxiety

-2.08**
(-2.65 to -1.50)

Physical
Neglect
(CTQ-PN)

Perceived
Social Support
(MSPSS)

Indirect effect: .766*
(.014 to 1.52)
1.31**
(.620 to 1.98)

Note. *p<.05, **p<.01
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-.261**
(-.423 to -.10)

Social Anxiety
(SPIN)

Moderation Analyses
Gender as moderator of emotional abuse and social anxiety
Regression analyses were conducted in order to examine whether gender
moderates the relationship between emotional abuse and social anxiety. In step 1 of the
moderation model, results indicated that emotional abuse and gender accounted for
approximately 20% of the variance in social anxiety (R2= .18, F (3, 211) = 15.91, p<001).
Emotional abuse was a significant predictor of social anxiety (coeff = 1.61, 95% CI [1.17,
2.05], t = 7.22, p <.001), but gender was not (coeff = -1.40, 95% CI [-7.09, 3.75], t = -.81,
p <.421). In step 2, the interaction term between emotional abuse and gender was
examined. Results indicated that the interaction was not significant (coeff = .47, 95% CI
[-.76, 1.7], t = .7532, p =.452). Thus, gender did not have a moderating effect on the
relationship between emotional abuse and social anxiety.
Gender as moderator of emotional neglect and social anxiety
Regression analyses were also conducted in order to examine whether gender
moderates the relationship between emotional neglect and social anxiety. In step 1 of the
moderation model, results indicated that emotional neglect and gender accounted for
approximately 9% of the variance in social anxiety (DV) (R2= .09, F(3, 215) = 7.67,
p<.001). Emotional neglect was a significant predictor of social anxiety (coeff = .949,
95% CI [.537, 1.36], t = 4.54, p<.001), but gender was not (coeff = -4.19, 95% CI [-7.95,
-.433], t = -2.20, p =.03). In step 2, the interaction term between emotional neglect and
gender was examined. Results indicated that the interaction was not significant (coeff =
.471, 95% CI [−.76, 1.7], t = .753, p=.45). Thus, gender did not have a moderating effect
on the relationship between emotional neglect and social anxiety.
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Gender as moderator of physical abuse and social anxiety
Regression analyses were also conducted in order to examine whether gender
moderates the relationship between physical abuse and social anxiety. In step 1 of the
moderation model, results indicated that physical abuse and gender accounted for
approximately 4% of the variance in social anxiety (R2= .05, F(4, 215) = 3.83, p=.011).
Physical abuse was a significant predictor of social anxiety (coeff = .909, 95% CI [.243,
1.58], t =2.69, p<.008, but gender was not (coeff = -1.99, 95% CI [-5.70,1.73], t =-1.05, p
=.293). In step 2, the interaction term between physical abuse and gender was examined.
Results indicated that the interaction was not significant (coeff = 1.24, 95% CI [−.19,
2.68], t =1.70, p=.09). Thus, gender did not have a moderating effect on the relationship
between physical abuse and social anxiety.
Gender as moderator of physical neglect and social anxiety
Regression analyses were also conducted in order to examine whether gender
moderates the relationship between physical neglect and social anxiety. In step 1 of the
moderation model, results indicated that physical neglect and gender accounted for
approximately 8% of the variance in social anxiety (R2= .07, F(3, 211) = 5.40, p<.001).
Physical neglect was a significant predictor of social anxiety (coeff = 1.33, 95% CI [.661,
2.01], t =3.90, p<.001), but gender was not (coeff = -4.36, 95% CI [-8.13, -.58], t =-2.28,
p =.024). In step 2, the interaction term between physical neglect and gender was
examined. Results indicated that the interaction was not significant (coeff = -.61, 95% CI
[−2.15, .94], t = -.77, p=.44). Thus, gender did not have a moderating effect on the
relationship between physical neglect and social anxiety.
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Gender as moderator of sexual abuse and social anxiety
Finally, regression analyses were conducted in order to examine whether gender
moderates the relationship between sexual abuse and social anxiety. In step 1 of the
moderation model, results indicated that sexual abuse and gender accounted for
approximately 1% of the variance in social anxiety (DV) (R2= .01, F(3, 213) = 1.06,
p=.37). Sexual abuse was not a significant predictor of social anxiety (coeff = .478, 95%
CI [-.237,1.19], t = 1.32, p = .19), as was gender (coeff = -1.54, 95% CI [-5.28, 2.21], t =
-.81, p =.42. In step 2, the interaction term between sexual abuse and gender was
examined. Results indicated that the interaction was not significant (coeff = .91, 95% CI
[−1.86, 3.67], t = .65, p=.52). Thus, gender did not have a moderating effect on the
relationship between sexual abuse and social anxiety.
Discussion
The current study was aimed at expanding the literature regarding the relationship
between childhood trauma and social anxiety. As hypothesized, findings indicated
significant positive correlations between childhood trauma and social anxiety with one
exception. Positive correlations were found for emotional abuse, emotional neglect,
physical abuse, and physical neglect, but not for sexual abuse. The lack of a relationship
between sexual abuse and social anxiety may be related to prior research indicating that
other forms of trauma, particularly emotional neglect and abuse, may be more aligned
with the development of social anxiety (Kuo et al., 2011). These correlations between
childhood trauma and social anxiety are in line with previous findings.
Significant negative correlations were found between perceived social support
and emotional abuse, emotional neglect, physical abuse, physical neglect and sexual
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abuse. These findings support previous research indicating that symptoms associated with
many types of childhood trauma are more acute with a lack of social support (Brewin et
al., 2000; Cohen & Wills, 1985; Sarason & Gurung, 2001). Furthermore, perceived social
support and social anxiety were also found to be significantly negatively correlated and in
agreement with previous research (Caslyn, et al., 2005; Barnett et al., 2020).
The present study’s second hypothesis proposed that perceived social support
would mediate the relationship between childhood trauma and social anxiety. This study,
to our knowledge, was the first to explore perceived social support as a mediator of this
relationship. Findings revealed that emotional and physical abuse as well as emotional
and physical neglect were significant predictors of perceived social support. Further,
perceived social support was a significant predictor of social anxiety; therefore, perceived
social support served as a mediator for the relationship between childhood trauma and
social anxiety. These findings support previous research indicating that more acute
symptoms of childhood trauma are associated with a lack of perceived social support.
Furthermore, these findings support the role of perceived social support in the
development and maintenance of social anxiety. In line with previous research the current
study showed that perceived social support can serve as a buffer for individuals who have
been exposed to specific areas of childhood trauma. Moreover, this study demonstrated
that perceived social support can potentially mitigate the psychological impact of social
anxiety.
The present study also hypothesized that gender would moderate the relationship
between childhood trauma and social anxiety. Based on previous research, gender
differences in childhood trauma were expected, such that women would report higher
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levels of trauma compared with men (Vahl et., al, 2016). Findings revealed gender
differences among emotional neglect, physical neglect, and physical abuse with men
endorsing higher levels of trauma compared with women. Contrary to previous research,
however, there were no significant gender differences in emotional abuse. The findings of
higher levels of physical abuse endorsed by men (vs. women) supports previous findings
from studies conducted with clinical populations and individuals who are part of
disadvantaged groups (Thompson et al., 2004). The findings in this study expand the
literature, demonstrating that men may experience higher levels of physical abuse in the
general population, although this abuse does not necessarily translate to more acute levels
of social anxiety. Future research should explore how higher levels of physical abuse,
physical neglect, and emotional neglect may impact men’s mental health and well-being
and seek to identify mechanisms that may be acting as mediating factors between these
specific forms of trauma and social anxiety. However, contrary to previous research,
degree of social anxiety did not differ by gender. Therefore, gender did not moderate the
relationship between trauma and social anxiety. Previous research has found emotional
abuse to be a strong predictor of social anxiety and that women report higher levels of
emotional abuse (Bishop, et al., 2014; Vahl et al., 2016). Despite this, we did not find
gender differences in emotional abuse in the present study, and accordingly, did not find
moderation by gender. Regarding gender differences in perceived social support, results
demonstrated gender differences, with women reporting higher levels of perceived social
support than men. This finding supports the literature regarding perceived social support
prevalence, in which there is a growing consensus that women both receive and provide
more social support than men (Ross & Mirowsky, 1999; Soman et al., 2016).
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Limitations
While the current study has contributed to the literature regarding childhood
trauma, social anxiety, and perceived social support, there are several limitations to
consider. First, the current sample was largely homogeneous (84.6% female, 78.3%
White, 87.8% Non-Hispanic). All participants in the study were recruited from a single
university located in the northeastern United States through undergraduate psychology
courses. The homogenous nature of the sample may have impacted the ability of finding
significant differences between genders, possibly leading to the lack of variability in
levels of reported trauma (i.e., 84.7% reported “none or minimal” to “low” emotional
abuse). There was low endorsement of clinical levels of “moderate” to “severe”
childhood trauma across trauma types, with physical neglect having the highest rate
(20.5% endorsed moderate to severe) and emotional neglect having the second highest
rate with (19.6% endorsed moderate to severe). Further, this factor of homogeneity
makes it challenging to generalize the results to a broader population. Future research
should utilize a random sampling method with a goal of having equal group sizes by
gender. Additionally, future research should examine the relationship between trauma,
perceived social support and social anxiety in samples with ratings of more severe levels
of childhood trauma. These limitations may be addressed by utilizing a wider geographic
sample, as well as incorporating clinical samples to have more heterogeneity and enhance
generalizability.
Moreover, it is also possible that there are limitations to the measures used in the
current study. The childhood trauma measure, the CTQ, is a self-reported, retrospective
measure of childhood traumatic experiences. While the CTQ is one of the most utilized
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measures for examining child abuse and neglect and has been well-validated across
numerous diverse samples including college undergraduates, responses are vulnerable to
recall biases or distorted memories due to the lapse in time. The retrospective component
of this measure may be related to the lower reporting of traumatic experiences in the
current study. Future studies should consider utilizing additional reports by health
professionals or using structured clinical or life event interviews in efforts to ensure
accurate reports of trauma.
Regarding social anxiety, the SPIN is also a self-reported measure, which makes
it vulnerable to response bias. Although this measure is often used by researchers to
measure social anxiety and has demonstrated a good degree of internal consistency, it
was the only measure used to assess social anxiety in the current study. Additionally,
because the SPIN was one of the final measures in the questionnaire packet, participants
may have experienced testing fatigue, limiting their ability to fully attend to all of the
items when completing the measure.
In addition, the measurement of perceived social support, the MSPSS, was a selfreported measure, again increasing risk of response bias. Although this measure has been
validated across a diverse sample, it is possible that it did not fully capture participants’
experience of perceived social support. Perceived social support is multi-faceted and
includes a range of components and individuals. Therefore, the MSPSS may not have
addressed the components of perceived social support that may be specifically associated
with childhood trauma and social anxiety. Future research should consider additional
measures to assess perceived social support or semi-structured interviews to fully assess
levels of perceived social support.
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Future Directions
The present study investigated several important questions regarding the
relationship of childhood trauma, perceived social support, and social anxiety and
contributed to the literature regarding gender differences in childhood trauma. The results
indicated that many types of childhood trauma (emotional abuse, physical abuse,
emotional neglect, and physical neglect) were significant predictors of perceived social
support. Further, perceived social support was a significant predictor of social anxiety
and, furthermore, was found to mediate the relationship between childhood trauma and
social anxiety. These findings demonstrate a growing need for interventions specifically
tailored for survivors of childhood trauma to incorporate strategies that would increase
individuals’ access to resources and social supports in their communities. Furthermore,
results revealed gender differences among physical abuse, emotional neglect, and
physical neglect, with men endorsing higher levels of trauma compared to women. These
results bring to light that it is essential to focus on developing interventions and
preventative programs specifically targeting male youth and adults who have been
victims of trauma. Despite these findings, gender was not found to be a moderator of the
relationship between childhood trauma and social anxiety.
Although the present study has contributed to the existing literature, there are
various ways to expand and improve the current research. Future research should utilize a
more heterogeneous sample, with a focus on exploring a more nuanced view of gender
identities and representation of ethnic and racial groups. Further, researchers should
consider expanding to a more diverse research methods approach that utilizes both selfreport data via semi-structured interviews and health history reports to gain a more
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comprehensive assessment of childhood trauma, perceived social support, and social
anxiety. Additionally, it may also be beneficial for future studies to evaluate other
specific types of anxiety disorders and perceived social support across anxiety disorders.
Moreover, other possible mediators of the relationship between childhood trauma and
social anxiety (e.g., resilience) should be examined.
The current study found that men reported higher levels of childhood physical
abuse, emotional neglect, and physical neglect, which demonstrates the need for future
research to examine risk and protective factors for mental wellness, such as the impact of
gender roles in our society. While the literature on gender differences in perceived social
support is mixed, there is growing evidence that women typically seek out emotional
support and disclose more frequently, resulting in higher perceived social support.
Further research should consider exploring gender differences in childhood trauma,
perceived social support, and social anxiety with larger and more diverse samples in
order to attain more conclusive and generalizable results.
Conclusion
In summation, findings indicate that there are significant associations among
childhood trauma, perceived social support, and social anxiety. Furthermore, perceived
social support mediated the relationship between childhood trauma and social anxiety.
Future research should investigate additional risk factors and protective factors that may
be associated with social anxiety. Gender was not found to moderate the relationship
between childhood trauma and social anxiety, although some gender differences were
found in childhood trauma. Specifically, men reported higher levels of physical abuse,
emotional neglect, and emotional abuse compared with women. Current findings did not
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support previous findings of women reporting higher emotional abuse. A replication and
extension of the current study would help to inform treatment for children who have
experienced trauma, as well as aid in developing preventative interventions for social
anxiety.
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